Introduction: Family physicians provide care to a growing and often complex group of older adults. Family medicine residencies are expected to prepare trainees to manage the medical and social needs of these seniors, but whether they feel prepared to do so is unknown. This study aimed to assess family medicine residents' sense of preparedness to address geriatric-related issues, and to identify factors that might affect this self-evaluation.
Introduction
In 2016, approximately 16.9% of the Canadian population was aged 65 years or older, a rate expected to reach 23.7% of the Canadian population by 2036. Care of the elderly is a function of family doctors; however, with the proportion of the elderly growing, and living with increasingly complex medical and social problems, there is an onus on the discipline of family medicine to ensure that its trainees are adequately prepared. In Canada, there is not only a shortage of geriatricians, but evidence of inadequate elderly care by primary care physicians.
Elderly care training in McGill University's 2-year family medicine residency takes place during a combination of one geriatrics rotation, during numerous weekly longitudinal continuity of care family medicine clinics, and possibly during electives. It is unknown whether these trainees ultimately feel prepared to provide comprehensive care in 1 2-4 various settings to seniors. While competency to practice has been explored among residents in other specialty training programs, to our knowledge it is yet to be studied in Canadian postgraduate family medicine. In this study, we aimed to answer two central questions: (1) To what extent do family medicine residents feel prepared to address care of the elderly? (2) What are the factors that they think mediate their perceptions of preparedness? Underlying these questions was a desire to develop a curriculum and learning experiences for elder care that were evidencebased.
Methods

Questionnaire Structure
This cross-sectional study used a 28-question survey developed by our team speciccally for this project. It was separated into demographic, quantitative (Likert, multiple choice and binary), and open-ended questions. The full survey is available on the STFM Resource Library. The quantitative portion assessed preparedness as a multidimensional construct, composed of the following variables: attitudes of residents toward older persons and their care, self-perceived preparedness to treat specicc types of patients and manage specicc conditions, selfassessment of clinical skills, amount of training and instruction in geriatric care, role models, and future plans on caring for the elderly. Resident attitudes toward the elderly were assessed using 5-point Likert-type questions with positive and negative items to test for acquiescence response bias. The items chosen to assess resident attitudes were taken from a 14-item, 4-dimensional geriatrics attitudes scale developed by Reuben et al that demonstrated high reliability (Cronbach α=0.76) and validity. Self-perceived preparedness and self-assessment of skills were evaluated based on respondents' current perceptions, as well as their retrospective perceptions of their own preresidency qualities. The Institutional Review Board of McGill University's Faculty of Medicine granted the study ethics approval.
Questionnaire Implementation
Between July and August of 2016, paper questionnaires were delivered to crst-and second-year family medicine residents at the three main McGill training sites. Residents at distant training sites received identical questionnaires by email, using surveygizmo.com. Participation was voluntary and was incentivized by a $5 gift card offered to those who completed the survey.
Data Analysis
Quantitative analysis of questionnaire data was performed using SAS/STAT, permitting calculation of mean and standard deviation values for individual items, composite scores for outcome variables, and linear regression coemcients (β). SPSS 21 was used to calculate Cronbach α (Cα), a measure of internal consistency for each outcome dimension. Some missing data occurred because some participants missed a single item, while eight participants (8%) did not fully complete the questionnaire. Missing values were imputed using the expectationmaximization (EM) method. EM retains cases that are missing, thus avoiding the biased estimates that can occur with pairwise or listwise deletion.
Results
One hundred residents (55.5% response rate) completed the questionnaire. Demographic data are presented in Table 1 , showing respondents represented a good sampling of the entire family medicine residency population at McGill University. Overall, residents felt moderately prepared (mean=3.68/5, SD=0.55; 1=not at all prepared, 5=very prepared) to care for the elderly. As residents progressed in their training, their perceived level of preparedness to deal with a list of common geriatric problems increased, as did their skill in common geriatric care tasks ( Figure 1 , Table 2 ). This change in preparedness signiccantly correlates with the amount of training residents had for each problem (β=0.41, P=.0001).
In a univariate analysis, the number of clinical role models was signiccantly associated with residents' overall rating of their medical training (β=0.58, P<.0001). The combined number of role models in all geriatric training settings also showed a positive inouence (β=0.21, P<.0001; Figure 2) . Similarly, in a multivariate model using Bayesian information criterion (BIC) selection of all independent variables, the total amount of geriatric care role models seen in all residency rotations had a lesser, yet signiccant positive effect on overall training rating, as did the number of months of residency, total number of geriatric environments in their training, and amount of training in elderly care (Figure 3) . Furthermore, the greatest predictor for planning to include elderly care in future practice was their number of home care role models (β=0.32, P=.0225).
Using BIC selection, residents who felt the most prepared for elderly care had cnished more months of residency (β=0.20, P<.0001), were younger (β=0.27, P=.0044), had exposure to long-term care (β=0.18, P=.0001) and were male (odds ratio=0.41, P<.0001). The number of role models, amount of clinic time devoted to elderly patients, and home care visits did not signiccantly affect how residents rated their preparedness.
Conclusions
The results of this study suggest that there is room for improving family medicine postgraduate education on care of the elderly. It also suggests ways to enhance residents' sense of preparedness to care for elderly patients, and to improve the quality of their training. While some elements are not modicable by the faculty (eg, preceptor age and gender), others can be changed at the curriculum level. Increasing both exposure to long-term care and home-care patients will benect residents in their sense of preparedness. Our results suggest that having more role model interactions in geriatrics at family medicine training sites will have the greatest impact on how residents view their care-of-the-elderly training. The importance of strong role models at residency sites suggests a focus for both faculty development and continuing professional education, common to medical education in Canada and elsewhere.
A study limitation might be the low response rate (55.5%). However, a mixed-studies literature review of family physicians' participation in research work by Sahin et al showed that family physician recruitment rate into research projects ranges from 2% to 81%. In the context of such cndings, the response rate in our study should be viewed as at least average. Nonetheless, a self-selection bias may have inouenced our cndings.
Our survey was given at one point in time in one faculty program, which narrows the generalizability of the results. Standardized testing given at different time points during postgraduate training would provide a better picture of the evolution of preparedness for elderly care during residency programs.
At this time, there are no standardized evaluations within Canada used in care of the elderly training. These preliminary results could be used by the College of Family Physicians to set their program requirements. The questionnaire could be used at other family medicine units to determine the current state of care-of-the-elderly training in Canada. 
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